Radiological and applied anatomy. The interpretation of x-rays taken to show the middle lobe, and particularly the interpretation of lateral views, depends upon an accurate knowledge of the radiological anatomy of that lobe and of the fissures which bound it. This perhaps can best be illustrated by means of diagrams and fig. 1 represents an antero-posterior view of the right lung with its fissures. Fig. 2 shows a strictly lateral view of the right lung and it is evident that in this view the middle lobe is approximately triangular in shape and that the base of the triangle rests upon both diaphragm and sternum. It 5 ) a homogeneous opacity at the right base with a sharply defined upper margin, while the lower margin is less dense and is ill-defined. There is some enlargement of the hilar glands and slight displacement of the heart to the right. In the lateral view ( fig. 6 ) there is a triangular opacity, with its apex directed towards the hilum, the base of the triangle being situated partly on the lower end of the sternum and partly on the diaphragm. The temperature remained sustained, the respiration rate varying between 40 and 64 per minute, until the fourth day, when a pseudo-crisis occurred. The true crisis was seen on the seventh day, following which the child made an uninterrupted recovery. Further x-ray (7.1.36) showed that the opacity previously seen in the antero-posterior view had considerably cleared, no longer presenting sharp demarcation of its upper border and the heart has returned to its normal position. In the lateral view, however, ( fig. 7) As far as can be ascertained, bronchiectasis confined to the middle lobe has not been described in a child, although it might theoretically follow atelectasis due to obstruction of the bronchus. The following case is included, despite the fact that the bronchiectatic process is not limited to the middle lobe, because the antero-posterior x-ray ( fig. 10 ) presented a triangular shadow in the right lung similar to that seen in the above two cases.
Case 3. A. S., a girl aged nine years, had pertussis at the age of five. This was followed by cough and sputum, the latter gradually increasing in quantity and at the present time amounting to 8 oz. in twenty-four hours, purulent and of a foul odour. On examination there was clubbing of the fingers, at both bases the percussion note was impaired, the breath sounds were weak and accompanied by medium bubbling rales. X-ray examination (10.2.36) is pathognomonic of bilateral basal bronchial dilatation ( fig. 10 ), but in addition, there is a triangular shadow on the right side, with a sharply-defined upper border, directed outwards from the hilum. The lower border is ill-defined (c.f. fig. 5 and 8 ).
In the lateral view there is no sharp demarcation of this shadow. On 27.2.36 lipiodol was introduced in order to outline the right go
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bronchial tree. This confirms the presence of bronchiectasis ( fig. 11) , showing that both middle and lower lobes are diseased. The triangular shadow seen in fig. 10 is due to partial collapse of that part of the lower lobe supplied by the anterior branch of the lower lobe bronchus.
Differential diagnosis.
The conditions, other than those already described, which will produce a triangular shadow in the right mid-zone, include pneumonia affecting the fig. 12 ) a triangular shadow, with a sharply-defined upper border and an ill-defined lower one (c.f. fig. 5, 8 and 10 ), the base being directed towards the heart. In addition, there is an inner triangular shadow lying against the mediastinum. This is bounded externally by a sharply defined margin, directed downwards and outwards. In a lateral view (not here reproduced) these two triangular shadows were continuous with each other, producing a quadrangle, the lower border of which rested solely upon the diaphragm. From what has been said previously, it will be evident that this appearance was not produced by an affection of the middle lobe, but was due to an effusion lying in the great fissure, part of the effusion being situated against the mediastinum. This condition may be described as a mediastino-interlobar 
